To compare the musculoskeletal discomfort and postural load amongst surgeons in sitting and standing position during vaginal surgery. MATERIALS AND METHODS: Assessment of discomfort and posture of the primary surgeons in sitting and standing positions during vaginal surgery for pelvic organ prolapse was performed at two institutions. The primary outcome was an increase in body discomfort score (yes vs no) following surgery for each body part determined from subjective responses from the surgeon before and after surgery utilizing validated tools (Cornell Musculoskeletal Discomfort Questionnaire [CMDQ] and Body Part Exertion Interview ). The secondary outcome was the percentage of time spent in awkward body postures measured objectively and stratified into awkward postures for neck, trunk, and bilateral shoulder angles. Variables were compared between sitting and standing positions using the Fisher's exact test for the primary outcomes and the Wilcoxon rank-sum test for secondary outcomes. RESULTS: Data were collected for 24 surgeries with the primary surgeon in sitting position and 9 surgeries in standing position. The sitting surgeons used either the round stool (12/24, 50%) or the round stool with backrest (12/24, 50%) while sitting during surgery. The surgeons who stood during the procedures reported a significant increase in discomfort scores for bilateral wrists, thighs, and lower legs as compared to the surgeons who were sitting during surgery (Table) . The percentage time spent in awkward postures for chest was significantly lower amongst surgeon's in standing position (median 0.3% in standing vs 58.8% in sitting position, p < 0.001) whereas the percentage time when bilateral shoulders were in awkward postures was significantly higher in the standing compared to the sitting position (right shoulder: median 17.8% vs 0.3%, p ¼ 0.003; left shoulder: median 7.4% vs 0.2%, p ¼ 0.003). There was not a significant difference in the percentage time spent in awkward postures for the neck (median 26.8% vs 43.2%, p ¼ 0.23). CONCLUSION: Surgeons reported more discomfort while standing position during vaginal procedures. The postural load for chest was worse for surgeons in sitting position but favorable for bilateral shoulders in standing position. Such differences in posture load and discomfort may influence a primary surgeon's decision to perform vaginal surgery in sitting rather than standing position.
OBJECTIVES: For many patients, the thought of surgery can evoke strong anxiety. Use of therapeutic suggestion as healing statements has been shown to decrease anxiety, pain medication use, and hospitalization duration in colorectal and orthopedic surgery. These findings are controversial, as other studies have failed to detect a difference in outcomes. The purpose of this study is to compare subjective and objective measures of postoperative pain, nausea, urinary/bowel function, and patient-perceived improvement between patients who do and do not receive therapeutic suggestion while undergoing vaginal hysterectomy and concurrent sacrocolpopexy. MATERIALS AND METHODS: Thirty-two women undergoing vaginal hysterectomy with minimally invasive sacrocolpopexy were enrolled into a multicenter randomized controlled trial of pre and postoperative healing statement recitation versus routine care without healing statements. Postoperative outcomes compared to baseline questionnaire data included the Visual Analogue Numeric Pain Distress Scale (VAS), Post-Operative Nausea and Vomiting (PONV) Intensity Scale, Pelvic Floor Distress Inventory Questionnaire (PFDI-20), Patient Global Perception of Improvement, a pain diary, and time to restoration of urinary/bowel function. RESULTS: There were no significant differences in primary outcomes between intervention and control groups (Table 1) . However, patients on average received only 2 administrations of narcotic medications after their operations. Both groups stopped using narcotic medications within 24 hours of surgery and used NSAIDs for a mean of 3.5 days postoperatively. CONCLUSION: Among patients undergoing vaginal hysterectomy with minimally invasive sacrocolpopexy, there was no significant difference in postoperative outcomes between women randomized to receive healing statement recitation and controls. However, there appears to be minimal pain in the overall study population given cessation of narcotic use within 24 hours and completion of NSAID use within 4 days on average. These findings may signify over-prescription of opioid analgesics. With the increased focus on curbing the opioid epidemic, further study on enhanced recovery after pelvic reconstructive surgery is needed. OBJECTIVE: Opioid use, addiction, and overdose are a growing epidemic in the United States. According to the Centers for Disease Control and Prevention, fatalities from prescription opioids, such as oxycodone, hydrocodone, and morphine, have quadrupled in recent years. It is believed that overprescribing of opioids has contributed to the issue. The objective of this study was to determine if the amount of opioids prescribed in the postoperative period for gynecologic and pelvic reconstructive surgeries was insufficient, adequate, or in excess. MATERIALS AND METHODS: This study was deemed exempt from human subjects research review by the institutional review board as it was a quality improvement project. Data was collected prospectively. All patients who were at least 18 years old and underwent gynecologic and/or pelvic reconstructive surgeries in our practice from April through August 2016 were eligible to participate. Participants were categorized into mutually-exclusive groups based on their primary procedure. Participants who underwent more than one procedure were placed into the procedure group considered to be the most invasive. We considered abdominal laparotomy to be the most invasive, followed by laparoscopic/robotic surgery, vaginal surgery, mid-urethral sling, sacral neuromodulation and other minor procedures. Routine practice is to prescribe 30 tablets of opioids for major procedures and 10-15 tablets for minor procedures for postoperative pain management. At the two-week postoperative visit, participants completed a questionnaire that asked about the number of tablets they were prescribed and used, their postoperative pain control experience, and relevant medical history. Fisher's exact test was used to compare data. RESULTS: Sixty-five participants completed questionnaires; 8 (12.3%) were excluded from the analysis as they did not receive opioids. Half (49.1%) of participants reported being prescribed more opioids than needed, while 2 (3.5%) felt the amount was less than what they needed. Though not significant, patients who underwent major surgeries were more likely to report being prescribed more opioids than needed (53.5%) compared with patients who underwent minor surgeries (35.7%; p¼0.47). Nineteen (33.3%) patients had a history of anxiety, 12 (21.4%) a history of chronic pain, 17 (30.4%) a history of depression, and 1 (1.8%) reported current use of recreational drugs. Though not statistically significant, participants with a history of anxiety were less likely to report having been prescribed more tablets than needed compared to patients without a history of anxiety (44.4% vs. 57.1%; p¼0.38) . This was also true of patients with a history of depression compared to those without a history of depression (37.5% vs. 58.3%); p¼0.17), and those with a history of chronic pain compared to those without a history of chronic pain (33.3% vs. 60.0%; p¼0.10). CONCLUSIONS: Our current opioid prescription practice for postoperative pain management may exceed what patients need.
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